The current study has 4 principal purposes: (1) to establish the incidence of various clinical and anatomic features in a large group of patients with fatal acute myocardial infarction; (2) to relate various characteristics to the time that elapses between the onset of symptoms and death; (3) to compare the clinical and anatomic features of patients who die from the first attack of acute myocardial infarction with those in patients who die after repeated attacks; (4) Most characteristics appear to be similar in the 5 groups. The incidence of a few characteristics appeared to change with the elapse of time between the onset of symptoms and death. Certain of these characteristics were subjected to statistical analysis by comparing the "lessthan-2-days group" in table 1 with the "morethan-2-weeks group." The characteristics thus compared and the p values obtained for the differences are as follows: Temperature over 39 C. (p < 0.01), systolic pressure less than 90 mm. Hg (p = 0.05), history of "hypertension" (p = 0.01), mural thrombi in the heart (p = 0.02), thromboembolic phenomena Chest Pain as Part of the Chief Complaint. According to the medical histories only 64 per cent of these 429 patients with fatal acute myocardial infarction complained of chest pain (including "soreness," "oppression," and "discomfort,") and the incidence of chest pain was not related to the interval between the onset of symptoms and death. Corresponding figures from other series vary widely.'3-'5 The highest incidence of chest pain was that reported by White16 who found 96 per cent of 56 patients with acute myocardial infarction (proved at autopsy) had chest pain.
Economic Status. The economic status of our patients (as indicated by their ability to pay for medical care) did not appear related to the incidence of acute myocardial infarction, nor to the number of days that elapsed between the onset of symptoms and death. The ratio of ward to private patients in this series was similar to the ratio of ward to private patients in the entire Barnes Hospital autopsy populationl.
Group 2
All of the clinical and anatomic characteristics of these 239 patients were similar to the characteristics of patients who died of their first episode of acute myocardial infarction. It is interesting that only 25 per cent of these 239 patients with anatomic evidence of old myocardial infarction gave a history of previous myocardial infarction.
Group 3
Acute myocardial infarction in its classic form can be diagnosed by anly medical student. However, the fact that 19 per cent of our patients with anatomic evidence of acute myocardial infarction were not diagnosed clinically emphasizes that acute myocardial infarction does not always manifest itself ill "classic form."
Only 16 per cent of these 97 patients complained of chest pain, and only 39 per cent had marked dyspnea during the course of their illness. In almost half of these 97 patients the clinical picture was obscured by complicating circumstances (major operations, cerebral infarction or hemorrhage, or psychoses).
The only anatomic characteristic that we found to be different ill this group (as compared with those who were diagnosed correctly during life) was the size of the myocardial infarct. Approximately one-half of the 97 patients who were not diagnosed correctly during life as having acute myocardial infarction had "small" infarcts. Onlly 12 per cent of the remaining 40:8 patients had "small" illfarcts.
SUMMARY
Some clinical and anatonic features have been presented from 300 autopsied patients who died with acute mnvocardial infarcts. These patients have been classified ill several ways:
1. According to the time that elapsed between the onset of symptoms and death. The time of onset of acute myocardial infarction could be dated clinically (at least ill retrospect) for 429 of the 500 patients. Only half of these patients gave a history of previous angina pectoris. Thus A study was undertaken to determine (1) the operative risk of cholecystectomy for patients with coronary heart disease and (2) whether removal of a diseased gallbladder influenced the subsequent course of the patient with coronary heart disease. There were 100 patients in the series. The actual surgical procedure was wvell tolerated with no deaths or other serious complications on the operating table. Three patients died in the hospital; one from acute pancreatitis, another from pancreatic necrosis, and the third patient died on the seventeenth postoperative day. This patient had cardiac failure and suffered from a cerebrovascular accident earlier in the postoperative course, neither of which seemed directly responsible for his death. The postoperative morbidity rate was not unusual for intra-abdominal procedures in patients of the age of these patients.
The survival rate of this group of patients 6 years after operation was 71 per cent as compared with 84 per cent in the normal population of similar sex and age constitution. This study establishes the relatively low risk of cholecystectomy in patients with symptomatic coronary heart disease and emphasizes the dangers inherent in the complications of chronic biliary disease itself. Such complications must be considered even more serious in patients with coronary heart disease. It is doubtful whether removal of a diseased gallbladder influences the course of coronary artery disease directly but it is likely that life may be prolonged by preventing the serious complications of biliary disease by performance of cholecystectomy preferably during the quiescent phases of gallbladder disease. SIMON
